A 69-year-old man was referred with weight loss, night sweats, raised inflammatory markers, and an abdominal bruit. He underwent a contrast-enhanced CT scan of the abdomen, which revealed a giant cavernous arteriovenous malformation (AVM) of the left renal artery and vein (Panel A). The left renal artery (RA) was the same size as the adjacent abdominal aorta (AA) and spiralling around a grossly dilated renal vein (Panel B; RV). Aetiology was thought to be congenital, as there was no antecedent history of trauma, biopsy or malignancy. An isotope renal scan showed equivalent function in both kidneys and creatinine levels were normal. Treatment was planned to prevent exacerbation of the existing car-diomegaly and risk of further high output cardiac failure. Three treatment options are described for this rare condition: endovascular repair, ligation of the fistula and nephrectomy.
A 69-year-old man was referred with weight loss, night sweats, raised inflammatory markers, and an abdominal bruit. He underwent a contrast-enhanced CT scan of the abdomen, which revealed a giant cavernous arteriovenous malformation (AVM) of the left renal artery and vein (Panel A). The left renal artery (RA) was the same size as the adjacent abdominal aorta (AA) and spiralling around a grossly dilated renal vein (Panel B; RV). Aetiology was thought to be congenital, as there was no antecedent history of trauma, biopsy or malignancy. An isotope renal scan showed equivalent function in both kidneys and creatinine levels were normal. Treatment was planned to prevent exacerbation of the existing car-diomegaly and risk of further high output cardiac failure. Three treatment options are described for this rare condition: endovascular repair, ligation of the fistula and nephrectomy.
Endovascular therapy 1 with coil embolization was felt to be inappropriate in this case due to the vessel calibre and the high-flow fistula (constituting a real danger of coil dislodgement and migration). Open ligation of the AVM is also reported in the literature, 2 but predominantly for fistulas originating in segmental branches of the renal artery as opposed to the main artery as in this case. Nephrectomy was therefore planned. An abdominal approach was used to control the vessels at the hilum (Panel C; artery slung).
Examination of the excised kidney and opening of the renal vein revealed the site of the AVM, which allowed the passage of a 4-mm catheter (Panel D).
Histology revealed normal endothelium. The patient was discharged on day 6 and at follow-up 6 months later he remains well with stable cardiac status and normal renal function.
